The proposal that psychologists should pursue prescriptive authority was first put forth 25 years ago, and it has been an official goal of the American Psychological Association for 15 years. Since then some form of prescriptive authority has been approved by three states, the Territory of Guam, and three branches of the military. Psychologists are also eligible to prescribe in the Public Health Service and the Indian Health Service. The movement has generated strong opinions both in favor and in opposition. Supporters focus particularly on increasing access to appropriate care and changing the role of psychologists within the healthcare system, while opponents raise concerns about how prescriptive authority will change professional psychology and whether psychologists will prescribe safely. This review provides a summary of milestones in the movement to date, as well as the arguments that have been raised for and against prescriptive authority.
PRESCRIPTIVE AUTHORITY FOR PSYCHOLOGISTS
In the 60 years since the American Psychological Association (APA) first adopted standards for training in healthcare psychology 1 (Comm. Training Clin. Psychol. Am. Psychol. Assoc. 1947) , the field has undergone some dramatic changes. These include the proliferation of alternative training and treatment models, eligibility for licensure and third-party payment, and the emergence of various specialties and proficiencies such as those in health psychology and neuropsychology. It can be argued that few of these events are as potentially transformative as the quest for prescriptive authority for healthcare psychologists.
2 That transformative 2 Many earlier discussions of this topic erroneously refer to "prescription privileges." Privileges refer to activities permitted by a facility, e.g., approval to prescribe by a potential has made the movement the target of close scrutiny within the discipline, with strong opinions expressed on both sides. The present article provides an overview of the movement for prescriptive authority for psychologists (RxP). It begins with a brief history organized around domains of activity, with the same history provided in chronological order in Table 1 (for additional history of the movement, see Fox 2003) . This is followed by a summary of the arguments for and against RxP. For the sake of full disclosure I must admit I am an active supporter of RxP. I have attempted to provide a thorough and fair presentation of the issues though my biases are probably clear.
THE HISTORY OF RxP Association Support
In 1981, a task force of the APA Board of Professional Affairs anticipated an increased role for psychologists in the provision of physical interventions and concluded that such an intervention "is within the scope of practice of psychology so long as its use is (a) healthcarerelated and intended to improve assessment or treatment; (b) within the scope of the practitioner's competence as a result of appropriate training, supervision, and experience; and (c) justified in terms of the welfare of the consumer." 3 This position was reinforced in a second task force report on physical interventions five years later (also Am. Psychol. Assoc. 1986) . The report signaled an important shift in the association's thinking about scope of practice. The scope of practice for psychology was traditionally based on whether or not an intervention emerged primarily out of psychosocial commanding officer in the military. State legislatures instead authorize professional practices, which is the mechanism by which most psychologists would become eligible to prescribe. Table 1 A chronology of milestones in prescriptive authority for psychologists theory. The task force suggested an alternative standard, one that could encompass any intervention relevant to the treatment of individuals with psychological or behavioral disorders, so long as psychologists undertook sufficient additional training to achieve competence in that intervention. The shift to a broader conceptualization of scope can also be seen as a product of the biopsychosocial model that was emerging for healthcare in general and for the treatment of chronic and recurrent disorders in particular (Engel 1977) .
The proximal instigating event for the RxP movement was a presentation made by Senator Daniel Inouye (Democrat-Hawaii) to the Hawaii Psychological Association in 1984. As an advocate for individuals suffering from mental illness, Senator Inouye encouraged psychologists to pursue prescriptive authority as a means of meeting shortfalls in the availability of appropriately trained prescribers. His comments sparked a discussion within the state association, and shortly thereafter in the national association. In 1989, the APA Board of Professional Affairs decided to endorse advanced training in psychopharmacology for psychologists, leading to the creation of an APA task force on psychopharmacology in 1990 and ultimately to adopting the pursuit of RxP as the official policy of the association in 1995 (Fox www. annualreviews.org • Prescriptive Authority2003, Smyer et al. 1993 ). An important contributor to the movement during the 1990s was the election of five psychologists who were early public advocates of RxP to the presidency of APA: Stanley Graham, 1990; Jack Wiggins, 1992; Ronald Fox, 1994; Robert Resnick, 1995; and Patrick DeLeon, 2000 (e.g., DeLeon et al. 1991 , Resnick et al. 1997 , Wiggins 1992 . Since then, APA has sponsored a number of the key developments in RxP, as the following sections describe.
The Evolution of Education and Training
With the support from Sen. Inouye, Congress funded a pilot program in 1989 to train psychologists in the Department of Defense to prescribe. This proved to be a controversial undertaking, and as a result, the first cohort did not begin their training in the Psychopharmacology Demonstration Project (PDP) until 1991. Sammons & Brown (1997) outlined the evolution of the PDP's curriculum. The first cohort began training equivalent to that of a physician's assistant. However, it was subsequently recognized that this approach was inconsistent with congressional intent, which was to prepare independent prescribers. The participants were then enrolled in a curriculum that overlapped heavily with one completed by medical students. This curriculum was also inconsistent with the mandated parameters of the program, as it required three years to complete both the didactic and practicum requirements whereas the legislation called for a two-year program. For subsequent cohorts, the curriculum was modified in an attempt to identify the level of training appropriate for psychologists. The number of academic contact hours was slashed drastically, from 1365 to 660 in the last two iterations. A second year was devoted to practicum, during which participants were expected to see at least 100 patients, though in practice they saw more.
The PDP remained controversial due to opposition from psychiatrists and was terminated in 1997. During its brief history, the PDP was the subject of four independent evaluations (Newman et al. 2000) , a level of scrutiny one might wish the government we applied to some billion-dollar weapons systems, and particularly remarkable given the brevity of its existence (four cohorts in seven years) and the small number of graduates (ten).
The first evaluation was a feasibility study completed by Vector Research, Inc. (1996) . Vector found that all categories of stakeholders surveyed with the exception of psychiatrists, including primary care physicians and patients, thought favorably of the idea. The evaluators also concluded that training psychologists to prescribe would cost the military less than using physicians for the same purpose, even when including the one-time startup costs of the program.
In 1997, the U.S. General Accounting Office (GAO) completed an evaluation that focused on the costs of and need for the program (U.S. Gen. Account. Off. 1997). The results were less positive, concluding that costs were excessive. In an attempt to explain the discrepant findings of the two studies, APA funded a reanalysis of the GAO findings by Coopers and Lybrand, Inc. They noted that the GAO study included both startup costs and program evaluation costs, which were quite high. The GAO report also assumed that the cost of training a psychologist would be equivalent to that of a medical student even though the curriculum was abbreviated after the first cohort. The GAO report also concluded that no shortage existed in the availability of psychiatrists. Though the GAO estimated the number of psychiatrists serving in the military was even sufficient to meet wartime needs, more recent reports indicate the military is now experiencing a shortage in psychiatric care because of the mental health needs created by the current wars in Iraq and Afghanistan (Daly 2007) .
A second GAO report was completed in 1999, this time focusing on the performance of the PDP graduates, with more positive conclusions (U.S. Gen. Account. Off. 1999) . Supervising physicians-including psychiatristswere uniformly positive in their evaluations of the participants' performance. The GAO also looked at cost and again suggested training psychologists to prescribe would increase costs over standard practice, though this increase was smaller than that estimated in the prior report and again was criticized by supporters for assuming evaluation costs would remain constant.
Finally, the American College of Neuropsychopharmacology (ACNP) was contracted to perform an ongoing analysis of the program from its inception in 1991 until 1998. The final report (Am. Coll. Neuropsychopharmacol. 1998) drew a number of conclusions, including the following:
1. All graduates filled critical needs as prescribers-in fact, 8 of 10 had already assumed positions as chiefs of mental health clinics-and uniformly performed with excellence. Even psychiatrists working with the graduates expressed this opinion. 2. Although estimates of the graduates' general medical knowledge placed them on a par with third-or fourth-year medical students, their psychiatric knowledge was judged to be consistent with that of a second-or third-year psychiatry resident. Most important, they were judged to be medically safe providers. The executive summary ends with the conclusion "we are in agreement that the Psychopharmacology Demonstration Project is a job well done" (Am. Coll. Neuropsychopharmacol. 1998, p. 6). 3. "Virtually all" (Am. Coll. Neuropsychopharmacol. 1998, p. 3) the graduates of the PDP were skeptical of programs that abbreviated the training even further, with most favoring a full-time year of clinical experience. 4. The report noted the absence of a single significant adverse event among patients treated by the PDP graduates. It was unclear whether this referred to all adverse events or only serious ones. 5. Despite their additional training, the PDP graduates' values and practices still identified them as psychologists. They continued to rely heavily on psychotherapy and assessment instruments as tools in treatment. 6. The report noted that certain elements of the PDP program would limit the generalizability of the results. These included the length and intensity of the training model (at least two years full time, including one year of supervised clinical experience), service in settings that adopted a team approach, and restriction of practice to individuals with relatively low levels of pathology between the ages of 18 and 65.
During the PDP, parallel developments were occurring outside the military. As noted above, in 1990 APA established a task force to address psychologists' role in pharmacotherapy (Smyer et al. 1993) . The most influential element of this report was the delineation of three levels of education and training appropriate for psychologists. Level 1 represented basic psychopharmacology education. The members of the task force recommended one required course of three to five credits added to doctorallevel training in preparation for becoming a healthcare provider in psychology, and a subsequent task force generated a model curriculum for such a course (Kilbey et al. 1995) . Many doctoral programs in healthcare psychology now require such a course. The task force members also recommended making continuing education in psychopharmacology mandatory for all licensed healthcare psychologists. To date, Georgia is the only state that has implemented this recommendation.
Level 2 referred to postdoctoral training for individuals who planned to participate in medication consultation, actively working with licensed prescribers to manage medications and develop treatment plans. Again, a model curriculum was subsequently developed (Am. Psychol. Assoc. Board Educ. Affairs Working Group Psychopharmacol. Educ. Training 1997), but to date no programs have been founded specifically to train psychologists in preparation for Level 2 activities. Instead, www.annualreviews.org • Prescriptive Authorityefforts at the postdoctoral level have focused almost exclusively on training in preparation for prescriptive authority.
Level 3 referred to postdoctoral training in preparation for independent prescriptive authority. Another task force was charged with creating a model Level 3 curriculum, and in this case the resulting model was ultimately adopted as APA policy (Am. Psychol. Assoc. Counc. Rep. 1996) , as was a model licensing law for prescriptive authority. The model curriculum document called for at least 300 didactic contact hours, though 350 hours were recommended based on content domains; described a practicum experience involving at least 100 patients, consistent with the PDP; and set the prerequisites for training. These prerequisites included licensure as a healthcare psychologist and completion of coursework in several basic content domains such as biochemistry, anatomy, and physiology.
Prior to adoption of this curriculum, only one program had emerged to train psychologists in preparation for prescriptive authority outside the military, the Prescribing Psychologists Register founded in 1993. Once APA established guidelines for Level 3 training, however, other programs were initiated. These included programs offered through Alliant International University (begun in 1998); Nova Southeastern University (1999); Southwestern Institute for the Advancement of Psychotherapy and New Mexico State University (1999); Argosy University-Hawaii Campus (2000); Fairleigh Dickinson University (2000); and the Massachusetts School of Professional Psychology (2001) . At least four other programs were constituted but have since either ceased operation or seem to be indefinitely suspended. It has been estimated that about 1500 psychologists have now completed didactic training in preparation for RxP (Ax et al. 2009 ).
In 1997, the APA Council also approved the development of a competency examination in psychopharmacology that could be used in the credentialing process for prescriptive authority, called the Psychopharmacology Examination for Psychologists (PEP). The PEP is available through the APA College for Professional Psychology, part of the APA Practice Organization, and has been operational since 2000. The exam consists of 150 items administered remotely at sites around the country, with a recommended passing score that varies slightly across versions but is usually around 70% (105). As of June 2007, the test had been administered 190 times (Am. Psychol. Assoc. Pract. Org. 2007), suggesting the large majority of psychologists who have completed Level 3 training are delaying taking the PEP until they are eligible for prescriptive authority. Also suppressing the numbers was an alternate examination offered to graduates of the PPR program. Given the small numbers, and given that each state will ultimately be responsible for setting its own passing score, no official information has been distributed concerning passing rate. However, the reported mean score was 107.94, just slightly higher than the recommended passing score.
In 2001, the APA Council of Representatives recognized psychopharmacology as a proficiency within psychology, a term that implies: a circumscribed activity in the general practice of professional psychology or one or more of its specialties that is represented by a distinct procedure, technique, or applied skill set used in psychological assessment, treatment and/or intervention within which one develops competence (Am. Psychol. Assoc. Counc.
Rep. 2008a, p. 1).
The proficiency encompasses all three levels of applied training as well as training in psychopharmacology as a research endeavor. This homogeneous collection of activities does not meet the more stringent criteria for a specialty, for which clinical or school psychology serve as prototypical examples. The recognition is due for renewal in 2009. By 2006, it was recognized that the original Level 3 model curriculum needed revision. Certain inconsistencies and impracticalities in the requirements of the curriculum, particularly concerning the clinical experiences needed to complete the training, had become evident.
For example, it was ambiguous whether certain elements of the practicum were required or voluntary, such as whether psychologists were required to see both inpatients and outpatients. Also, the prerequisite coursework could be completed through continuing education, which offered no quality control. As a practical matter, few applicants had completed the necessary prerequisite coursework, so these topics were folded into the training. Finally, there were differing opinions about whether the guidelines allowed for free-standing certificate programs such as PPR. As a result of these issues, no program was able to comply with the guidelines exactly, and another task force was impaneled to revise the model curriculum as well as the model licensing law.
That task force introduced the revised APA model curriculum for Level 3 education and training outlined in Table 2 . Prerequisites for matriculation include current licensure as a healthcare psychologist. The curriculum is intended as an integrated didactic and experiential undertaking culminating in a capstone evaluation of competence, though it is recognized that until RxP is widely available, the experiential opportunities may be limited. In practice, most psychologists who complete the didactic training have chosen to delay the experiential component of their training until prescriptive authority or an appropriate clinical opportunity becomes available to them, especially since enabling legislation may define unique parameters for what represents acceptable clinical experiences (see the comparison of the Louisiana and New Mexico licensing laws in the next section). In the meantime, the Level 3 coursework is often used by graduates as preparation for collaborative (Level 2) activities.
The model curriculum calls for at least 400 contact hours of coursework. This number reflects a combination of the prerequisite coursework and the recommended 350 hours from the original model curriculum. In practice, programs typically require at least 450, to match a requirement in the New Mexico legislation enabling prescriptive authority. The curriculum document offers a number of other recommendations, including a focus on diversity issues and preparation for lifelong learning, necessary conditions for the training environment, and development of a mechanism for designating a program as compliant with the model curriculum.
The revised model was adopted as APA policy last year "in principle" (Am. Psychol. Assoc. Counc. Rep. 2008b ) pending completion of the recommended designation system. Guidelines for this designation system-similar in goals but less demanding than accreditation, which is generally reserved for specialties-have recently been approved as association policy (Am. Psychol. Assoc. 2009) and are expected to be implemented within the next year.
Legislative and Regulatory Developments
The RxP movement's first legislative victory is rarely mentioned, because it was of greater symbolic than practical value. In 1993, the licensing law for psychologists in Indiana was amended to allow prescriptive authority for psychologists participating in a "federal government sponsored training or treatment program" [see Indiana Code 25-33-1-2(c)]. The revision was intended to extend prescriptive authority to graduates of the PDP. It represented the first recognition by a state legislature that psychologists need not pursue training in a second profession to become competent to prescribe. To date, no psychologist has prescribed in Indiana and that situation is unlikely to change unless federal agencies dramatically increase their training and/or hiring of psychologists to prescribe.
In 1999, the U.S. Territory of Guam was the first jurisdiction to award prescriptive authority to appropriately trained psychologists (Guam Public Law 24-329). The legislation applied a physician's assistant model to psychologists, requiring a collaborative agreement with a physician practicing in the same area of specialty. Subsequent political struggles over the regulations governing professions in the territory delayed the implementation of the statute [2371] [2372] [2373] [2374] [2375] [2376] [2377] [2378] . One aspect of the latter bill has been particularly controversial, that being the use of the term "medical psychologist" to refer to psychologists with prescriptive authority. Some psychologists have objected that the term is confusing, as it has been used in connection with the field more commonly referred to as health psychology. The drafters of the bill thought it more accurately described the competencies (including knowledge of clinical medicine, physical examination, interpretation of laboratory tests, etc.) required for the psychologist to prescribe safely and effectively than the more restrictive term "prescribing psychologist."
The New Mexico and Louisiana laws are similar in terms of their implications for didactic training. The primary difference is that the Louisiana licensing law requires that the didactic program lead to awarding of a master's degree in psychopharmacology. Currently, the Alliant International University, Nova Southeastern University, New Mexico State University, Fairleigh Dickinson University, and Massachusetts School of Professional Psychology programs all offer a master's degree. The New Mexico bill also stipulates a program of at least 450 contact hours, but all current programs are consistent with that requirement.
The two laws differ most in their expectations for supervised clinical experience. Upon completion of the didactic training and passage of a competency examination, usually fulfilled via the PEP, Louisiana psychologists are immediately eligible for licensure as medical psychologists. The law replaced a supervised clinical experience with the requirement that the psychologist consult with the patient's primary care physician prior to prescribing and change the prescription only with the concurrence of that physician. Medical psychologists in Louisiana cannot prescribe for a patient who does not have a primary care physician. This represents an unusual relationship between physicians and nonphysician providers. It does not establish the physician as the psychologist's supervisor, as is commonly true for nurse practitioners and physician's assistants. The psychologist maintains primary responsibility for the patient, and the physician involved may be different for every patient. Even so, the psychologist generally cannot prescribe without physician concurrence, though anecdotal reports suggest concurrence is rarely withheld in practice. One practical consequence of this model is that it allows the psychologist to become certified to prescribe relatively quickly upon completion of didactic training, and about 9% of all Louisiana licensed psychologists are authorized to prescribe. The omission of a formal practicum is www.annualreviews.org • Prescriptive Authoritylikely to remain an anomaly, however, as every other bill that has been introduced has required some sort of clinical supervision prior to independent practice.
In contrast, while the New Mexico legislation also required ongoing collaboration with the patient's primary care physician, though not necessarily concurrence with the treatment plan, it included very stringent clinical requirements. After the 450-hour didactic training and passing an examination such as the PEP, the psychologist must complete an 80-hour practicum in clinical assessment and pathophysiology and a 400-hour/100-patient practicum under the supervision of a physician. The psychologist is then eligible for a conditional prescribing certificate. After two more years of supervised experience the psychologist can apply for a prescription certificate that allows independent prescribing.
Though the legislation was passed two years earlier in New Mexico than in Louisiana, subsequent wrangling over the regulations in New Mexico slowed the process there to the point that the first prescription by a civilian psychologist was not written until 2005, and it was written in Louisiana. Although no other states have passed legislation since then, in the typical year, 7-8 states submit bills, and a recent tally suggested that to date 88 prescriptive authority bills have been submitted in 21 jurisdictions (Fox et al. 2009 ).
Fourteen jurisdictions have also explicitly identified consultation on medications (Level 2) as within the scope of practice of psychology, either through the licensing law, regulation, or a clarifying statement from the board of psychology: California, District of Columbia, Florida, Louisiana (for psychologists without prescriptive authority), Maine, Massachusetts, Missouri, New Hampshire, New Jersey, New York, Ohio, Oklahoma, Tennessee, and Texas. On the other hand, several statesincluding Connecticut, Maryland, Illinois, Colorado, Minnesota, and Virginia-have passed legislation prohibiting school personnel from recommending the use of psychotropic medications, and this would include any psychologist employed by a school (Bentley & Collins 2006) . Psychologists who discuss medication decisionmaking with their patients in other settings where the authority for such discussions has not been officially approved or denied should be aware that the legal or liability implications for doing so are ambiguous.
Changes have occurred in other settings besides the states. All three branches of the military that provide healthcare services have officially recognized prescribing psychologists as independent prescribers whether trained through the PDP or a civilian program, so long as they meet certain standards set independently by each branch. These requirements are generally consistent with those found in bills that have been submitted at the state level. Though the commanding officer for a military medical treatment facility can still refuse to award prescribing privileges to a psychologist, the inclusion in regulation makes such an outcome unlikely. As a result, the number of activeduty psychologists prescribing in the military has been slowly increasing, though the count has not been tallied. A review of the licensing rolls from New Mexico and Louisiana as well as anecdotal reports of psychologists prescribing in the military suggest that of the 1500 psychologists who have completed training in the civilian sector, about 90-100 are actively involved in prescribing across all settings where it is permitted. Success in the military has spurred efforts in other federal agencies, particularly the U.S. Public Health Service Corps and the Indian Health Service. It was the Indian Health Service that first approved a psychologist to prescribe medications in 1988 in response to a shortage in the availability of appropriate psychiatric care in the Santa Fe, New Mexico, region. The Indian Health Service is now actively recruiting prescribing psychologists to address chronic gaps in the availability of appropriate care for individuals with mental disorders. These efforts have been less successful than desired because the scope of practice in the Public and Indian Health Services is determined by the state of the psychologist's licensure. This restricts the pool of potential applicants to psychologists eligible to prescribe in Louisiana or New Mexico. Some Federally Qualified Health Centers, particularly in Hawaii, are also attempting to hire psychologists with postdoctoral training in psychopharmacotherapy even without prescriptive authority.
THE DEBATE OVER RxP
It is not surprising that organized medicine has adamantly opposed efforts to acquire prescriptive authority for psychologists. Though surveys tend to suggest 60% or more of healthcare psychologists are supportive of RxP for appropriately trained psychologists (e.g., Baird 2007 , St.-Pierre & Melnyk 2004 , Walters 2001 , it is also not surprising that some psychologists have been equally vocal in their opposition. This section outlines the case for and against prescriptive authority. It focuses primarily on the issues of increased access versus safety, though other benefits and concerns are summarized as well. Note that many other arguments have been raised for or against RxP in the literature, but this review focuses on the most commonly raised issues.
Improving Access to Care
The primary justification offered for RxP is increased access to appropriate care (e.g., DeLeon & Wiggins 1996) . The most common treatment setting for individuals with psychological disorders is a general medical practice without concomitant specialty services (Wang et al. 2006) , and 75% of office visits that result in prescription of a psychotropic medication involved a nonpsychiatric physician (Pincus et al. 1998) . It is reasonable to wonder whether such a high-level treatment by practitioners without specialty training would cause a national outcry if it involved less disadvantaged healthcare populations such as cardiac or cancer patients.
Despite the need, the number of psychiatrists is shrinking. Rao (2003) found a 36.5% decline in the number of psychiatric residents over the period 1992 to 2000. During the same period, the percentage of psychiatric residents who were graduates of foreign medical schools increased from 27.3% to 41.6%, suggesting that interest in psychiatry among U.S. medical students is declining even faster. Shortages are particularly acute in rural settings (Hartley et al. 1999) . Demand undoubtedly contributes to the dramatic increase in recent years in the percentage of office visits with a psychiatrist lasting less than 10 minutes (Olfson et al. 1999) as well as to psychiatrists' declining use of more time-consuming psychosocial interventions (Mojtabai & Olfson 2008) , though these trends also reflect other factors such as pressure from managed care (Luhrmann 2000 , Paris 2008 .
It has been argued in response that psychologists with prescriptive authority would be no more likely to locate in underserved and rural areas than psychiatrists are (e.g., Uecker 2009 Hartley et al. (1999) , the per capita density of psychologists in rural areas is almost four times that of psychiatrists, so even in rural areas prescriptive authority for psychologists could increase the availability of prescribers by almost 35%. In a recent survey of 26 prescribing psychologists, respondents on average estimated 55% of their caseload www.annualreviews.org • Prescriptive Authoritywas economically, socially, linguistically, or otherwise disadvantaged, and this represented an increase of 20% in the number of cases from disadvantaged backgrounds since receiving prescriptive authority (Muse & McGrath 2010) .
Recent RxP bills introduced in Hawaii, California, and Tennessee required service to underserved populations either during training or as an ongoing component of practice. This would be a desirable addition to any prescriptive authority bill.
Reducing Medication Use versus Loss of Identity
Supporters of RxP also commonly claim that prescribing psychologists are likely to use medications at a lower rate than are physicians, reducing instances of overmedication and polypharmacy (e.g., Am. Psychol. Assoc. Div. 55 Task Force Pract. Guidelines 2009). This argument is based on the assumption that physicians with little or no training in psychosocial interventions, whether used singly or in combination with medication, cannot evaluate when such interventions can offer a better alternative to medication alone. This claim has become a cornerstone of the RxP movement, often expressed in a slogan that has been attributed to Russ Newman, the former APA Executive Director for Professional Practice: "The power to prescribe is the power not to prescribe." More recently, Mario Marquez, a prescribing psychologist in New Mexico, has suggested as an addendum, "The power to prescribe is the power to unprescribe," to suggest that psychologists also hope to eliminate unnecessary medications as well as minimize their use in the first place.
To date, no systematic large-scale studies are available on the rate of medication use among prescribing psychologists when compared with psychiatrists or primary care physicians seeing the same population of patients. The ACNP final report (Am. Coll. Neuropsychopharmacol. 1998) indicated that PDP graduates varied markedly in their use of medications, with three prescribing to less than 20% of their patients and four prescribing to more than 50%. The most relevant study to date on this question was completed under the auspices of American Biodyne, Inc., which offered mental health carveout services (Wiggins & Cummings 1998) . At that time, the company used psychologists who had received 130 hours of combined training in psychotherapy and pharmacotherapy as behavioral case managers. They found that in 1.64 million treatment episodes during the period 1988-1992, 68% of patients were taking psychotropic medications at the start of treatment, but only 13% were taking medication at its conclusion. Even so, the authors reported that the number of patients who complained about their medication management over the four years reviewed was zero. Though it was a very large-scale study, and the results are quite intriguing, it is uncertain to what extent those results would generalize to psychologists who actually serve as the prescribers, however.
Skeptics have questioned whether psychologists will be able to withstand the economic pressures created by managed care organizations and the interpersonal pressures brought by patients more comfortable with "quick fix" medications (Stuart & Heiby 2007) . The argument suggests that prescribing psychologists may continue to behave in a manner consistent with their psychosocial roots during the early years of prescriptive authority, but over time will surrender to economic and social pressures and will drift into the practice patterns of psychiatrists. This concern over loss of identity, of going the way of psychiatry, represents a cornerstone of psychologists' objections to prescriptive authority (e.g., DeNelsky 1996 , Hayes & Heiby 1996 and should be taken quite seriously. McGrath (2004) suggested that several factors could provide psychologists resilience in the face of these pressures:
Where psychopharmacology represents the bulk of psychiatric training, and of medical training in preparation for becoming a psychiatrist, psychologists' training for prescriptive authority remains postdoctoral. Delaying the training until the practitioner has developed an identity consistent with the traditional values of the healthcare psychologist reduces the likelihood that most psychologists will adopt the psychiatric model . This model of training is more consistent with that of the advanced-practice nurse (APN), who is a nurse first and a prescriber second, rather than the psychiatrist. Though some psychologists have argued for providing psychopharmacology training in preparation for prescribing even at the doctoral level (e.g., Ax et al. 2009) , the new training model promulgated by APA (Am. Psychol. Assoc. Counc. Rep. 2008b) explicitly maintains its status as a primarily postdoctoral-and even postlicensure-activity. A second consequence of this training model is prescribing psychologists are likely to remain a minority of healthcare psychologists, so the field will continue to be dominated by practitioners exclusively committed to psychosocial interventions, again paralleling the experience in nursing rather than psychiatry. Related to the first point, most healthcare psychologists were educated in psychological models beginning at the undergraduate level, and pursued a career in psychology based on their attraction to those traditions. In contrast, medical students are primarily interested in biological intervention. The difference in what attracted practitioners to their field in the first place will encourage a continued preference for psychosocial over biological case formulation and treatment. LeVine & Foster (2010) have similarly argued that psychologists with prescriptive authority are likely to adopt a psychobiosocial rather than a biopsychosocial model. Psychology as a discipline is broader than psychiatry. Where the latter is primarily an applied field, psychology encompasses a broad spectrum of domains, most of which are primarily academic in focus. Even if RxP becomes common in professional psychology, and even if prescribing psychologists were to become enamored with the power of medication through daily contact, there would be a large population of psychologists likely to remain skeptical about the effectiveness of medication and willing to conduct research that will undermine any irrational exuberance expressed by prescribers. Recent publications criticizing the regulatory process as a sufficient protection against medication safety risks (Lasser et al. 2002) 4 as well as the role of the pharmaceutical industry in the dissemination of evidence on efficacy (e.g., Turner et al. 2008) , and well-publicized efforts within medicine to self-police more effectively (e.g., see www.amsascorecard.org) have already undermined any irrational exuberance about medication psychologists may have experienced. Psychologists have an opportunity to learn from the mistakes committed by medicine.
None of this is to suggest that prescribing psychologists will be impervious to the pressures to eschew psychological treatments for medications, however. It is impossible to predict the long-term impact of RxP on the professional identity of healthcare psychologists (though supporters of RxP could point out there is similarly no way to predict the long-term viability of healthcare psychology and psychosocial interventions in general either). If psychologists fall prey to the pressures that medicalized psychiatry, then achieving prescriptive authority will have been a hollow victory. It is essential 4 It is important to note that the frequency with which additional safety warnings are mandated after a medication is approved for sale cannot be rectified simply by improving the regulatory process. The incidence of many severe side effects is so low that they are statistically undetectable until the medication is made available to the public. The responsible prescriber should be aware of this unfortunate state of affairs and leery about assuming the safety of a new medication before it has been widely used.
for prescribing psychologists to establish practice patterns that integrate psychosocial and biological treatment approaches from the very beginning and to train future practitioners in an integrated treatment model. Practice guidelines for involvement in pharmacotherapy have been developed that, among other things, are intended to reject a traditional model of prescriptive practice for psychologists (Am. Psychol. Assoc. Div. 55 Task Force Pract. Guidelines 2009). These guidelines have recently been adopted as APA policy and are intended to cover psychologists' involvement in pharmacotherapy whether the psychologist is prescribing, collaborating, or providing information (the terminology that was adopted to describe psychologists' involvement in pharmacotherapy in an informal way). Criteria for evaluating the psychologist's level of involvement, and the guidelines that are relevant at each level of involvement, are indicated in Table 3 . More details about the development and implications of these guidelines may be found in McGrath & Rom-Rymer (2010).
Other Potential Benefits to Patients
A number of other potential benefits to patients have been suggested by supporters of RxP (e.g., DeLeon et al. 1991 , DeLeon & Wiggins 1996 , Norfleet 2002 . These include "one-stop shopping" for mental health services. With prescriptive authority, psychology becomes the only mental health profession capable of formal evaluation and diagnosis, implementation of a complete treatment plan, and outcomes assessment. It is argued that reducing the number of providers involved in patient care can result in both a cost savings, which is also likely to result simply from increasing the population of nonphysician prescribers (Speer & Bess 2003) , and improved integration of psychosocial and biological interventions. The choice of psychosocial, biological, or combined interventions is also more likely to be based on empirical results and patient variables than on the competencies of the primary provider. Opponents note that if healthcare psychology goes the way of psychiatry, we will instead end up with a system in which psychosocial interventions are in danger of disappearing completely (e.g., Stuart & Heiby 2007) .
Supporters also hypothesize that the frequency of contact and the nature of the relationship between psychotherapist and patient also places the psychologist in a much better position than other healthcare professionals to monitor the patient for adverse events and resistance to the treatment regimen. Finally, the medically trained psychologist is likely to be more adept than the traditionally trained psychologist at identifying pseudopsychiatric medical conditions, e.g., pediatric autoimmune neuropsychiatric disorders associated with streptococcal infections or autoimmune thyroid disease, and this skill will expedite referral for those conditions to appropriate healthcare providers.
Potential Benefits to Psychology
It is an unfortunate aspect of the healthcare system that status is often defined by the discipline's involvement in generally accepted biological interventions and hospital-based care. Supporters argue that prescribing psychologists have the potential to enhance the position of psychologists within the system (Forman 1992) . Again, APNs can be used as the exemplar for this argument. By filling roles traditionally only open to physicians, APNs have enhanced the status of nurses generally and have been effective advocates for a more patient-centered model of care. It has also been suggested that this enhancement of status will allow psychologists to become more effective advocates on matters that affect the financial viability of the field in general, such as insurance reimbursement rates, hospital privileges for all psychologists, and rates at which patients are referred for psychological assessment.
Evidence in support of this argument may be found among the prescribing psychologists in Louisiana and New Mexico, who are already filling roles traditionally reserved for psychiatrists, such as providing psychiatric coverage for 
Education
Guideline 4. Psychologists are urged to identify a level of knowledge concerning pharmacotherapy for the treatment of psychological disorders that is appropriate to the populations they serve and the type of practice they wish to establish, and to engage in educational experiences as appropriate to achieve and maintain that level of knowledge. X X X Guideline 5. Psychologists strive to be sensitive to the potential for adverse effects associated with the psychotropic medications used by their patients. X X X Guideline 6. Psychologists involved in prescribing or collaborating are encouraged to familiarize themselves with the technological resources that can enhance decision-making during the course of treatment.
X X

Assessment
Guideline 7. Psychologists with prescriptive authority strive to familiarize themselves with key procedures for monitoring the physical and psychological sequelae of the medications used to treat psychological disorders, including laboratory examinations and overt signs of adverse or unintended effects.
X
Guideline 8. Psychologists with prescriptive authority regularly strive to monitor the physiological status of the patients they treat with medication, particularly when there is a physical condition that might complicate the response to psychotropic medication or predispose a patient to experience an adverse reaction. X Guideline 9. Psychologists are encouraged to explore issues surrounding patient adherence and feelings about medication.
X X X
Intervention and Consultation
Guideline 10. Psychologists are urged to develop a relationship that will allow the populations they serve to feel comfortable exploring issues surrounding medication use. Guideline 11. To the extent deemed appropriate, psychologists involved in prescribing or collaboration adopt a biopsychosocial approach to case formulation that considers both psychosocial and biological factors.
X X Guideline 12. The psychologist with prescriptive authority is encouraged to use an expanded informed consent process to incorporate additional issues specific to prescribing. X Guideline 13. When making decisions about the use of psychological treatments, pharmacotherapy, or their combination, the psychologist with prescriptive authority considers the best interests of the patient, current research, and when appropriate, the needs of the community. emergency rooms and training family practice residents in clinical psychopharmacology. If this enhanced status is used to increase awareness of psychosocial interventions and models and to encourage greater support for psychosocial research in funding agencies, prescriptive authority can redound positively to all healthcare psychologists.
Dual Training as an Alternative
Both physicians and psychologists opposed to prescriptive authority have recommended that if psychologists want to prescribe medications they should pursue a traditional training path leading to prescriptive authority, such as by becoming a physician, nurse practitioner, or physician's assistant. The justification for this argument tends to vary across the two groups, however. Physicians speaking in opposition to RxP usually focus on issues of safe and effective prescribing (Lazarus 2004) , while psychologists reference both the safety issue and concern over the impact of prescriptive authority on the identity of the psychologist (Heiby et al. 2004) . The concern over identity was discussed above, and the safety issue serves as the focus of the next section. Before addressing that issue, though, it should be noted that at least three arguments can been raised against dual training as the mechanism for achieving prescriptive authority. First, the development of a specifically psychological approach to prescribing, one that focuses on the integration of psychosocial and biological interventions in case formulation, is considered by some to be a desirable goal in itself (Am. Psychol. Assoc. Div. 55 Task Force Pract. Guidelines 2009). This unique approach cannot be acquired through any traditional form of training. Second, it is an inefficient option, since much of the training for a traditional prescriber is devoted to topics that are tangential or even irrelevant to the treatment of individuals with psychological or behavioral issues, and few psychologists would pursue it. The solution therefore fails to address the core rationale for RxP, which is to increase the availability of prescribers specifically trained to address psychological disorders. Finally, the APA model curriculum focuses on prescribing the formulary of medications relevant to the treatment of psychological and behavioral disorders and associated medical competencies. This means that much more time can be devoted to that topic than is true for more generalist healthcare training such as that offered to other professions that prescribe psychotropics. A recent study of postdoctoral psychopharmacology training programs for psychologists concluded that psychologists are receiving more than three times as much coursework in pharmacology as are physicians and psychiatric nurse practitioners (Muse & McGrath 2009 ).
Concerns Over Safe and Adequate Care
After loss of identity, the most common concern raised by opponents of prescriptive authority has to do with the safety and adequacy of prescribing psychologists. Though stated in various ways, the issue has to do with whether psychologists will have enough training, even after completing the APA model curriculum, to prescribe medications appropriately (e.g., Robiner et al. 2003) .
One problem with the safety argument is that it assumes an objective standard exists for minimal competence by which psychologists' training in clinical psychopharmacology is insufficient. For example, physicians speaking in opposition to RxP often argue that only medical school training is sufficient to prescribe safely and adequately. However, this position is undermined by research demonstrating that outcomes for nurse practitioners and other nonphysician prescribers are equivalent to those for physicians (Lenz et al. 2004 , Mundinger et al. 2000 , U.S. Congress Off. Technol. Assess. 1986 .
A more reasonable critique of the current RxP training programs is offered by opponents of prescriptive authority within psychology. They tend to accept that the results of the PDP were positive and recognize that psychologists are not inherently incapable of being trained to prescribe. However, they question whether the PDP results provide a sufficient basis for assuming the safety and efficacy of civilian prescribers, who graduate from programs that usually require 450 hours versus the PDP's 660, and who are eligible to prescribe in more diverse settings and to more diverse populations than was true of the PDP graduates at the time they were evaluated.
The discussion over safety has been complicated by a lack of specificity in the arguments on both sides. The critics have never presented a formal justification for assuming that the entire 660 hours of the PDP curriculum were necessary to achieve safe and effective prescribing. Some have noted that the ACNP describes the PDP graduates as largely skeptical of attempts to abbreviate the training further. However, many of those graduates seem to have since changed their opinion: at least six of the ten have been involved as administrators and/or instructors in civilian programs of briefer duration than the PDP. Similarly, supporters of RxP who assume 450 hours is sufficient based on the PDP experience have failed to identify 210 hours that could be dropped from the PDP curriculum without affecting patient outcomes.
To advance the discussion, content domains. The PDP model was much more consistent with traditional medical training, focusing extensively on basic clinical concepts and clinical medicine. In contrast, the civilian programs are more clearly focused on training specific to prescribing. It can be debated to what extent the greater emphasis in the PDP program on clinical concepts and biochemistry contributed to basic competence as a prescriber. The greater emphasis on clinical medicine and pathophysiology more clearly represents a basis for questioning the consistency between PDP and civilian training. On the other hand, it is likely that a good deal of the additional time civilian programs devote to pharmacology and psychopharmacology focuses on elements of clinical medicine as they apply specifically to pharmacological practice. The comparison in Table 4 also ignores differences in experiential learning. It was noted above that all bills that have been submitted, except for Louisiana's, require some kind of supervised clinical experience, but the degree to which this experience is consistent with that provided by the PDP is also a topic of debate. The absence of an objective standard defining the necessary and sufficient conditions for safe and effective prescribing, as well as threats to the external validity of the PDP noted above in the summary of the ACNP report (Am. Coll. Neuropsychopharmacol. 1998), raises reasonable concerns about the results of that program as a proxy for civilian prescribing (Bush 2002 , Robiner et al. 2002 .
A second approach would identify factors that contribute to unsafe or ineffective prescriptive practice and evaluate how psychologists' training prepares them for dealing with those factors in comparison with other prescribing professions. The greatest risks to safety involve medication errors and inaccurate diagnosis of medical conditions. The issue of medication errors in psychopharmacotherapy has been the topic of several studies. It has been estimated that serious medication errors occur at a rate of 1 per 1000 prescriptions and on 6 of every 1000 inpatient days in psychiatric settings (Rothschild et al. 2007 , Stubbs et al. 2006 . The best protection against such errors may not be additional coursework during the initial training experience-especially given the rate at which new information about medications is becoming available-but rather (a) regular high-quality continuing education, (b) access to electronic resources that provide current information about medications, (c) software that checks for possible prescription errors or drug interactions, and (d ) regular monitoring of the patient in an environment that encourages full disclosure.
The first three resources are equally available to all the prescribing professions and are already used extensively by APNs, physicians, and pharmacists. Continuing education is mandated in most if not all RxP bills that have been submitted, and familiarization with electronic tools is incorporated into the APA model curriculum. The last factor might be taken as suggesting that prescribing psychologists who are also providing psychotherapy are in a particularly strong position to avoid medication errors; in fact, even supporters of RxP have at times considered whether psychologists' prescriptive practice should be limited to their own psychotherapy patients. Such a model would undermine the primary reason for pursuing RxP, however, which is to increase access to appropriately trained prescribers. Even when the prescribing psychologist is not providing therapy, it is reasonable to hypothesize that psychologists whose psychotherapy training emphasizes the formation of a therapeutic alliance should be at least as effective as other prescribing professionals at establishing the type of environment in which patients feel comfortable sharing their concerns about their medications.
The second risk factor, inaccurate diagnosis of medical conditions, requires sufficient training in clinical medicine, including exposure to a diverse patient population. As Table 4 suggests, civilian programs based on the APA model curriculum can be criticized for the level of training they offer in this area. However, it must be noted that while any physician is expected to be competent to serve as the primary medical provider for the patient, there is no similar expectation for psychologists. Both states that license psychologists to prescribe recognize this issue and require continuing collaboration with the primary care provider (though the APA model legislation may be faulted for not including such a requirement). It is noteworthy in light of this discussion that research consistently indicates that psychiatrists rarely perform physical examinations (Krummel & Kathol 1987 , Patterson 1978 , suggesting they also tend to develop collaborative relationships with other medical providers.
One may similarly argue that the greatest obstacles to effective care with psychotropics are inaccurate diagnosis of psychological disorders and inadequate monitoring. In both of these domains the prescribing psychologist offers a clear advantage over primary care physicians without specialty training in either diagnosis or the use of psychotropic medications.
The preceding discussion represents only a logical argument for the safety and effectiveness of prescribing psychologists. Ultimately, questions about safety and effectiveness will only be resolved, if at all, by evaluating psychologists' prescribing behavior under more varied conditions than those described in the evaluations of the PDP. Unfortunately, there is a catch-22 here, in that such evaluations cannot occur until psychologists are authorized to www.annualreviews.org • Prescriptive Authorityprescribe. Expansion of scope of practice for any profession always precedes rather than follows from investigations into the profession's safety and effectiveness. Since the number of prescribing psychologists has only recently started to rise, currently available information is anecdotal, unsystematic, and incomplete. That said, results from those sources are so far positive. Psychologists have now been prescribing in the military for 15 years. It is estimated that civilian prescribers have already written hundreds of thousands of prescriptions (Glenn Ally, personal communication, Feb. 9, 2009) , though in New Mexico many of those prescriptions would have been written under physician supervision. To date, no serious adverse events have been recorded as resulting from a psychologist's prescribing; no complaint has ever been lodged against a psychologist prescribing in the military or with the state licensing board in either Louisiana or New Mexico; and no malpractice complaints have been filed. This record includes psychologists trained in PDP and civilian programs who have served in both Iraq and Afghanistan, in far more chaotic settings than those described in the PDP evaluations. In one case, a prescribing psychologist even received the Bronze Star for meritorious clinical service, and his ability to prescribe was noted in the citation.
One final variant of the safety argument should be mentioned. Given that the training is occurring postlicensure, so that participants typically already are employed fulltime and are geographically dispersed, it is not surprising that programs rely heavily on distance education as a method of instruction. Though the issue does not seem to appear in the published literature on the topic, reports suggest that in legislative hearings, opponents of prescriptive authority have at times disparaged distance training as a means of delivering the didactic training in preparation to prescribe. In response to this concern it may be noted that, at least in terms of learning outcomes, distance education courses tend to slightly outperform traditional didactic instruction (Allen et al. 2004) , and medical schools are also increasingly relying upon distance education in their training (see www.ivimeds.org).
Other Objections
A number of other objections have been raised to prescriptive authority, many of which are summarized by Stuart & Heiby (2007) in a recent article. This section takes each of the main arguments the authors present that have not already been discussed and considers how supporters of RxP would respond to each.
Enhanced training in psychotropic medications for general practice physicians offers a more cost-effective way to improve services. This argument assumes general practitioners' willingness to become competent prescribers for the mental health population. It is unclear to what extent this is actually the case. One document cited by Stuart & Heiby (2007) , in which the Society of Teachers of Family Medicine Group on Pharmacotherapy (Bazaldua et al. 2005 ) offers recommendations for training family practice residents in pharmacotherapy, provides some insight into the question. They noted that more than 60% of family medicine residency programs have no formal pharmacotherapy curriculum at all. Furthermore, 82.4% of programs that incorporate a formal curriculum use a clinical pharmacist to teach the course. It is particularly noteworthy that every author of the report was a doctor of pharmacy; not one family practitioner was involved, suggesting family physicians are not particularly interested in adding pharmacotherapy as a core competency. In the absence of evidence that physicians intend to enhance their training in pharmacotherapy, the argument for using physicians more effectively as an alternative to RxP is purely hypothetical.
5
Even if family practitioners were to enhance their formal training in prescriptive practice, it is unlikely that training would exceed the 48 hours Bazaldua et al. (2005) recommended to cover all of pharmacotherapy, not just psychotropics. If one questions whether psychologists can become competent to prescribe after 450 hours of medical training, one must also question whether general practitioners can become competent in psychopharmacotherapy in a small portion of 48 hours of training. One might even argue that, just as psychologists should be required to collaborate with a physician when treating a patient medically, primary care physicians should have to collaborate with a mental health professional when treating a patient with psychological disorders.
Declining reliance on psychotherapy is best addressed by improving the effectiveness of traditional psychological intervention and by educating prospective patients about their benefits. As noted previously, supporters of RxP often suggest the power to prescribe will enhance psychologists' authority and ability to influence the healthcare system, to drive more funding toward the evaluation and improvement of psychosocial interventions and bring those interventions to the forefront of discussions of patient care. Previous comments on the role of APNs in advocating for addressing patients' psychosocial needs apply here as well. For example, so long as treatment guidelines are written exclusively by individuals who are personally comfortable only with biological interventions, treatment guidelines are likely to reflect that bias.
Other negative consequences. Stuart & Heiby (2007) described various circumstances in which responsibility for medication management could have negative consequences, e.g., by reducing the time available for psychotherapy, reducing collaboration with other professionals, or disrupting relationships with some physicians. It is important to recognize their point that RxP will inevitably create new challenges and could in certain cases interfere with patient treatment; thoughtful supporters of prescriptive authority have made the same point (Mantell et al. 2004 ). The more important issue is whether there will be a net benefit in patient care resulting from RxP.
One other point raised by supporters of prescriptive authority in response to its critics is that many of these objections are predicated on the assumption that the status quo in pharmacotherapy is better than the risks created by pursuing prescriptive authority (Wiggins 2004) . That assumption is likely to be accurate in settings where adequate pharmacotherapy services exist, and this factor may explain why it is that many of the most vocal critics of RxP within psychology work in integrated healthcare settings such as medical centers. The assumption is more questionable in settings where adequate care is difficult if not impossible to access, which similarly explains why it is that many of the most vocal advocates of RxP have some involvement in rural mental health care. Supporters of prescriptive authority have also noted that since it is a postdoctoral option, psychologists working in settings where prescriptive services are already adequate need not pursue it. In contrast, opposition to prescriptive authority for all psychologists interferes with psychologists functioning in suboptimal settings using RxP as an efficient means of improving those settings. Brian Bigelow, an Ontario psychologist, perhaps expressed this position best: "I understand you do not wish to prescribe. Do you mind if I do?" Opponents in multidisciplinary settings have in turn argued that advocacy for the RxP agenda can undermine the interdisciplinary relationships that make effective care feasible in those settings (Stuart & Heiby 2007 ), though they provide no evidence that this has been the case in New Mexico and Louisiana; in fact, anecdotal reports indicate such conflict tends to abate once prescriptive authority is achieved.
One final concern that was not mentioned by Stuart & Heiby (2007) , but which is very frequently raised in discussions with practicing psychologists about RxP, has to do with whether prescriptive authority will raise malpractice rates for psychologists in general. That concern was allayed with the announcement by the APA Insurance Trust that it would treat prescribing psychologists as a separate risk pool. Prescriptive authority will have no impact on the malpractice rates of nonprescribing psychologists who use the Insurance Trust (Bruce Bennett, Chief Executive Officer of the APA Insurance Trust, personal communication, Aug. 7, 2009 ).
CONCLUSIONS
Strong arguments have been presented both supporting and opposing prescriptive authority for psychologists. Perhaps the most compelling argument in favor of RxP is the potential for enhancing the quality of services provided to individuals with psychological and behavioral disorders. It is also argued that allowing psychologists a greater role in the design and implementation of healthcare systems will improve access to and social support for psychosocial interventions. The most serious concerns associated with RxP have to do with the potential for co-optation of the profession by managed care, pressures to prescribe, and the hunt for an easy solution; and concerns about whether psychologists will be safe and effective prescribers. These are serious objections. In particular, the concern about loss of identity should not be taken lightly given what psychologists have seen happen to psychiatry, though various responses have been offered to suggest why psychologists are less likely to go down the same road.
The situation is not that different from the one psychology faced at the end of World War II in response to what was perceived as a shortage of adequate mental health care. David Shakow (1965) , who headed the committee that developed the first formal training model in clinical psychology for APA, discussed the virulent objections to the effort among psychologists he referred to as experimentalists: "In many places there was indifference. And in most places active antagonism was the most characteristic response. . . . I have spoken of this attitude as the naïve division of the world into two categories: virgins and prostitutes. The experimentalists saw themselves safely within the first group" (Shakow 1965, p. 356) .
The truth was that the defenders of virginity were in a way correct: The founding of clinical psychology profoundly changed the nature of psychology, and it is not necessarily the case that all change was for the better. Students of clinical psychology today are undoubtedly far less familiar with the intricacies of learning theory than are psychology students of the 1940s. The focus on patient care and the survival of the profession have similarly changed the tenor of the APA.
Furthermore, every argument that has been leveled against RxP could have been applied to the movement for healthcare psychology. There was no evidence that psychologists would be safe clinicians; even the efficacy of psychotherapy was in doubt and remained so until the advent of meta-analyses. If psychologists wanted to become therapists they could have sought additional training as psychiatrists. The addition of psychotherapy to the skills set of the psychologist in clinical settings meant there was less time for psychological assessment, there would be less interdisciplinary collaboration between therapists and assessors, and, at least for a time, relations were strained between the two professions.
So there was clear justification for concern. The issue was not whether changing psychology would be associated with risks, since substantive change is always associated with risk; the issue was whether those changes were worth it. I hope most psychologists involved in healthcare today would say they were, but that position was very tenuous when the change was first proposed.
Similarly, there is no logical conclusion possible to the current controversy over prescriptive authority for psychologists. Even if both sides agree there are risks associated with prescriptive authority, advocates and opponents will differ on whether those risks represent challenges to be faced or grounds for abandoning the cause, and no one can predict which will prove to be the case. A quote by Max Planck about science, popularized by Kuhn (1970, p. 151) , provides important insight into how such decisions are made: "a new scientific truth does not triumph by convincing its opponents and making them see the light, but rather because its opponents eventually die, and a new generation grows up that is familiar with it." 6 Dissension was also common in other professions prior to achieving prescriptive authority (Wallis & Wedding 2004) ; an optometrist colleague who was involved in the very first discussion of prescriptive authority for their discipline once told me that meeting occurred in secret for fear of the backlash it would provoke among optometrists. Today, optometrists have prescriptive authority in all 50 states. New entrants to the field treat it as a given, think little about its implications for their professional identity, and continue to pursue enhancement of their prescriptive authority. For good or ill, then, the "truth" of RxP will be determined politically: either it will win in the legislatures or fade away. With passage in New Mexico and Louisiana, and new psychologists prescribing in the military and the Public and Indian Health Services, the latter outcome becomes increasingly unlikely unless the performance of this first generation of non-PDP prescribers brings shame upon the enterprise. Historically, when a profession has attempted to expand its scope of practice to include activities previously restricted to physicians, that expansion has usually been accomplished once it was achieved in one setting.
Change is scary; change is risky; and change is inevitable. Not all change is for the better, but major change is not necessarily for the worse. If we are to avoid the serious risks associated with RxP, change must be approached mindfully, with the goal of maximizing outcomes. It will require ego, not id, and a good helping of superego if we are to have any hope of doing it right.
SUMMARY POINTS
1. Efforts to achieve prescriptive authority for psychologists have now been underway for 15 years.
2. Despite appropriate reservations, evaluations of the first prescribing psychologists in the military were consistently positive.
3. Psychologists have identified three levels of involvement in pharmacotherapy, from basic to collaborative to prescriptive authority.
4. Though no states have authorized psychologists to prescribe since 2004, psychologists continue to expand the settings in which they can prescribe.
5. Justifications for prescriptive authority for psychologists include increasing access to appropriate care, reducing overall use of medication, integrating mental health care in a single provider, and enhancing the role of psychologists within the healthcare system.
6. Major arguments against prescriptive authority include concerns about loss of the traditional identity of the psychologist and the safety and efficacy of psychologist prescribers.
7. Arguments over the advisability of pursuing prescriptive authority ultimately will not be resolved by logic but rather by the success or failure of efforts to prescribe.
